Dysphagia aortica is a rare entity defined as difficulty in swallowing due to external compression by the aorta. Aneurysmal dysphagia aortica successfully treated with thoracic endovascular aortic repair (TEVAR) is exceedingly rare. We report the case of a 74-year-old woman with known thoracoabdominal aneurysm who presented with acute shortness of breath and 3-month history of dysphagia. Computed tomography angiography revealed aneurysmal growth and massive esophageal dilation. She underwent TEVAR and visceral debranching, which led to complete symptom resolution correlated with sac regression. We also present a comprehensive review of the literature with a focus on cases of aneurysmal dysphagia aortica treated with TEVAR. (J Vasc Surg Cases and Innovative Techniques 2019;5:501-5.) 
Dysphagia has a wide array of possible causes, including neuromuscular disease, obstructive lesions, and extrinsic compression. Dysphagia aortica is defined as difficulty in swallowing due to external compression by the aorta; it is a rare cause of dysphagia that should remain in the differential diagnosis. Esophageal compression can be caused by an ectatic, aneurysmal, or tortuous aorta, which can sometimes lead to serious complications, such as aortoesophageal fistulas. There are few reported cases of aneurysmal aortica dysphagia and even fewer cases of those successfully treated with thoracic endovascular aortic repair (TEVAR). Here we report a case of dysphagia aortica secondary to degenerative thoracoabdominal aortic aneurysm that was successfully treated with TEVAR with complete symptom resolution. Institutional Review Board approval was waived, and informed consent was obtained from the patient to publish the case details and images. 
CASE REPORT

DISCUSSION
Dysphagia aortica describes difficulty in swallowing due to external compression by an aneurysmal, tortuous, or ectatic aorta. The term was first coined and used by Pape in 1932. 1 The incidence and prevalence are neither well reported nor studied, although a review of the literature revealed several dozen cases of dysphagia aortica. It is more commonly noted in short kyphotic elderly women and appears to have an association with conditions such as hypertension, left ventricular enlargement, and congestive heart failure. 2 In fact, there are several reports of improved dysphagia aortica after management of these medical comorbidities. 2, 3 Dysphagia aortica should be in the differential diagnosis of patients presenting with new-onset dysphagia with known thoracic aneurysm or when no alternative causes can be identified. A thorough diagnostic workup is warranted with a high index of suspicion because no single modality can definitively diagnose dysphagia aortica, and many of the modalities can produce false positives and negatives. 4 Some diagnostic modalities include barium swallow, which can reveal esophageal obstruction from a pulsatile mass, and esophageal manometry, which can reveal a focal high-pressure band with superimposed pulsations. 4 Dysphagia lusoria, difficulty in swallowing due to compression by an aberrant right subclavian artery, yields similar findings on manometry and can be distinguished from dysphagia aortica by contrast-enhanced CT. 4 Given the rarity of this condition, no guidelines exist on management of dysphagia aortica. However, the consensus in the literature from case reports is that symptom severity should guide treatment. Mild cases warrant conservative treatment, which includes avoiding sticky solids and opting for a semisolid or liquid diet. 2, 4 Treatment of associated medical comorbidities, such as hypertension and heart failure, can help manage symptoms as well. 2, 4 In more severe cases, surgery may be warranted. Surgical procedures can target either the esophagus or the aorta and include anterolateral transposition of the distal esophagus, separation of the distal esophagus from the aorta, construction of a pleural sling to diminish angulation at the decussation site, esophagomyotomy, division of the right crus of the diaphragm, esophageal stenting, aortic resection, and aortic aneurysm repair. 2, 4, 5 Severely symptomatic patients who are poor surgical candidates can be symptomatically managed with feeding gastrostomy. 4, 5 To date, there have been fewer than 100 reported cases of dysphagia aortica; the majority of cases have been due to either aneurysms or tortuous anatomy. Other reported causes include pseudoaneurysms, dissections, ulcers, aortoesophageal fistulas, and infection. Thirty-five cases were due to thoracoabdominal aneurysms, and eight of these were treated endovascularly (Table) . Of these eight cases, four patients were reported to have at least a partial improvement of dysphagia. [6] [7] [8] [9] The most dramatic improvement was seen in a patient who underwent esophageal stenting in addition to TEVAR, which resulted in immediate tolerance of a solid diet. 6 Good symptomatic improvement, although more gradual, has been noted in patients treated only with TEVAR. [7] [8] [9] One patient had moderate symptomatic relief at 6 months, and her dysphagia to liquids, although not solids, had resolved. 7 Another was noted to have significantly improved dysphagia at 9 months, whereas one patient had only residual mild dysphagia at 2-month follow-up. 8, 9 Improvement of symptoms correlated with sac regression and decrease in esophageal compression. 8, 9 This association was seen with our patient as well. Two of the four patients who reported improvement in dysphagia after TEVAR were also treated for concurrent esophageal diseases, such as reflux or Barrett esophagus. 7, 8 When the exact etiology of dysphagia is unclear and possibly multifactorial, addressing all possible underlying causes may lead to faster symptom resolution.
In the remaining four patients treated with TEVAR, postoperative dysphagic symptoms were not reported in one case, 10 and the other three patients did not survive long enough postoperatively for assessment of resolution of dysphagia. Causes of death included disease-specific causes, such as esophageal necrosis, and general causes, such as arrhythmia and hospitalacquired infection. [11] [12] [13] Despite these reports of poor outcomes, these patients were considerably more unstable or medically comorbid. 
